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DEFICIENGY) .
F235 - Investigate/Report )
F 000 | INITIAL COMMENTS F 000] Allegations/Individuats Ul 422717
Corrective actions: Resident #41 suffered no lll | Ii
. . cffect from the allegatlon not being reported .
Amended 2567 to reflect addition of complaint timely to the state. Residents on the same unit !
#41043, where the empluyie In questions was staffed :
AR tifiva 4 were.survayed to determine if other potentlal
ecertification survey and complaint cancerns ware nok reported related to the
tnvestigation (#40255, #41043) was conducted on employee In question. No other cancerns wera
3L21A17 through 3729417, al Qual Ity Caro Health noted. The employee in question was
Genter. No deficiencies were cited In relation to caunseled and was relocated to anather hall
complalnt #40255 under 42 CFR Part 483, from rasident a1, 5taff was inserviced by ADM
Requiremnents for Long Tenm Care Facilijlag, :; ::I-Tsnee J;:a::dmtgt ;h;nffau:;lit:n!\t;ul::rpnhw
F 225 483'12{3)(3-‘(4)(0)(1)'(4) INVESTIGATR/REPORT F228 alla at?ure?nveiti car;innq ar:= rﬁm Yet ducrior U]
ALLEGATIONS/INDIVIDUALS B asuaatioe Are completed p
88=D employee named in allegation returning to work ;
ifapprapriate, ADM ar designee Inserviced staff ¢
483.12(a) The faclllty must- on the reporting requiraments that the facility
] L mustreport not iater than Z hours after forming
(3) Not employ or atherwise angage individuals the suspleion, if the events that cause the .
who- susplelon result In serlous badily infury, or not '
later than 24 hours if the events that cause the
(1Y Have been found guilty of abuse, neglact, susplclon do not resuit In serlols budlly injury.
exploitation, mlsappr%prlgtlon of prop:rﬁiy or The resident councll will be Inservieed by the
mistreatment by & court of law: ' ADM or designee on the facjlity sbuse palicy.
' [detnifylng othar residants having potentlal to -
. i ba affected: The farility has determined that all
(1) Haw? hsd a finding enterad into the Stato residents have the polentlal (o be affected.
nurse alde reglstry eohoerning abuse, neglect, Rasidents will be survayed by members of the
agp[oltaﬂon, rqlstreatme_;nt of residents or QAP committee quarlery to determine if they
misappropriatien of their praperty; or have any conrerns or issues and any appropriate
actlons 1aken if warranted, Nan-cognitive
(ilt) Mave a disclplinary action in effect agalnst nis residents will have skin assessmants performed
or her professional license by a state licensure monthly by the DON or designar for purposes o :
body as a rasult o a finding of abuse, neglect, fdentifying any potentlal unknown Injury and i
exploitation, mistreatment of resldents or 2y sppropriate action taken if warranted,
: : Resldents will be informed at the Rasident
mlsapprob"amn of resident property., Council meatings by the ALM or doslgnea i
regarding the facility Abuse Palicy. Staff wili be ]
{.4) ReP ort to lhe_ State nurge alde reg[stry or Inserviced by the ADM or designee regarding L
lrceps Ing authoritles any knowledga it has of tha facility Ahuse policy, ' |
attions by a court of law against an employee, Measures or Systemic Changes: The facility | :
which would indlcate ynfitness for service as a1 abuse pollcy will borevised by the ADM 10 | 1’
fiuraa aide or other faclilly staff, Include SOM Appendix PP 483.13 (B{4))-{iii} |
changes and presented Lo the QAP committea. |
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{c} In response to allegations of abuse, neglect,
axpleltafion, or mistrastmant, the facility must:

(1) Engure that all allaged violations involving
abuse, neglect, exploitation or mistreatment,
including Injurles of unknown source and
milsappropriation of residant proparty, are
reported immeadiately, but not [ater than 2 howrs
after the allegation is made, If the events that
cause the allsgation involve abuse or result in
serious bodlly Injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serlaus bodlly Injury, {o
the adminisirator of the facility and to other
officlals {inctuding to the State Survey Agency and
adult protective services where state law Drovides
for jurisdiction in long-tarm cars facifitles) In
aocordance with State law threugh established
procedures,

(2} Mave evidance that all alleged violations are
lhoroughly investigated.

(3) Prevent further potentlal aluas, neglect,
exploitation, or mistreatment while the
investigation is In progress.

{4) Report the results of all invesligatians to ths
aaministrator or his or har des!gnated
repragantative and to other officials in accordancs
with State law, Including to the State Survay
Agency, within 5 working days of the incident, ang
if the alleged violation is varifiad appropriate
corrective action must be taken.

This REQUIREMENT is not met as avidenced
by

Baead on facllity polley review, medical record
review, facility documentallon raview, and
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Resldent Council wil) be informed of the revised
F 225 Continued From nage 1 F 225] facility Abuse Polley by the ADM or designae,

Staff will ba informed / inserviced on revised
Abuse Pollcy by the ADM or designes, Residents:
will be =urveved gquarterly by members of the
QAPT commiltew ke dutermine if they have any
toncerns or issues and any appropsiuie actions
taken If warranted. Mon-cognitive residents will
have: skin assessments completed monthly by
the DON or designes.

How corrective action wiil be monltorsd:
Resldents will be surveyed quarterly by m
embers of the QAP! commillee and skin
assessnients completed en non-cognitive
residents by the DON or designee weeklyx 4 -
weeks and then monthly for 2 imanths and
monthly theraafter. The ADM ar designos will
review the audits and reporl lihdings to the
GAPI committes. The QAP cammittee wili
review the results at the QAP meeting to
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Continued from page 2

nterview, the taclity failed o report alleged abuse
timaly to the Department of Health and faiied to
provide & safe environment during the
investigation of alleged abuse for 1 resident (#41)
of 3 residents reviewed for abuse.

Tho findings Included:

Review of the facility's Atuse of Residents Palicy
and Procedyre (wndated) revealed
“...Identification:... The resident might: have
brulees...Facilily employees, who have been
accused of ar are suspectad of resident abuse,
will be Immediately suspended without pay and
subject to dismissal and possible criminal
prosecution pending outcame of an investigation,
if the allegations are unsubslantiated, the
employes will be rainatated and may be paid for
the time out due to the suspension. The faclity
shall immediately submit to the Department of
Health er nolice of the suspension of the affected
staif person(s), as appropriate as part of the
event raport..."

Medical record review ravealad Resident #41 was
admitted to the facility on 1/18/16 with diagnoses
Including Diabates Melitus, Dementia,
Parkinson's Disease, Anxlely and Depressian,

Medicat record review of the Quanierly Minimum
Data Set dated 1/20/17, revealed Resident 41
Wwas moderately impaired cognitively, requirad
moderate assist of 2 staff to ambulate in her
room, and was frequently incontinent of urine,

Review of the facliity's documentation of an
ongolng investigation revealed on 3/26/17 at
approximately 11:30 PM, the Adminlstrator was

hotified of an allegation of abuse invalving

F 226
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Resldent #41, and Certified Nurse Assistant
(CNA) #1. Continued reviow revealed the CNA
was sent home when the allegations wars
raponsd,

Interview with Resldent 241 on 3/29/17 at 2:95
PM, ravaaled the resldent was sleepy and unable
to answer quaestions sppropriately.

Interview with Resident #2014 (Resident #41'a
roomireate with a BIMS score of 15 out of 15
indleating the resident is cognitively infact) on
3/20/17 at 2:30 PM, in the resident's room
revealst Resident #201 was present when
Rosident #41 was allegedly abuged by CNA #1 on
"Sunday" night. Continued Interview revealsd
Resident #41 was ambulating from the bathroem
to the had when CNA#1 entered the room,
"...grabbed the residant's wheel chalr from over
there by the closet, threw herin it...mads it rough,
instead of letling her easa inta it.. [CNAZ teld
Resklent #41] If you don't sleep and keep getting
up, 'm going {o put you by the desk all night,,.”

Review of the written statement from Repistered
Nures (RN) #1 revesled ".,.pts [patlent]
Roommate stated CNA said very nasty things to
[Resident #41] and was very mean fo her "

interview with the Administrator on 3/29/7 at
3:00 PM in the conference room confirmed the
facility falled to nebify the Department of Health of
the alleged abuse within Z hours. Continued
interview revealed CNA#1 was allowed to return
to work and provided care for Resldent #41 on
3/28/17. Further Interviaw confirmed the facility's
Investigation was ongoing and the facility had nat
Interviewad the staff working when-the Bliaged
abuse happened, prior lo allowing CNA#1 to
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return to work at the facility.
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